it was; normally here it was only 68 to 70, though under excitement it mounted to 100. The pulmonary second sound was not accentuated. And a mitral slenosis which was going to end' in the production of so much pulmonary regurgitation would certainly cause some pulmonary stasis, and the child would be subject to bronchial attacks; yet, while the child had been under observation there had never been a sign of anything wrong with the lungs. M[oreover, the size of the heart was scarcely that of a case of mitral stenosis. Though there was some hypertrophy of the right side of this heart, it was not much, and what did exist was easily explicable by the fact that there was some increased resistance in the pulmonary circulation, but not as much as would be induced by mitral stenosis. As this resistance was slight, there was, necessarily, very little-occasion for muscular hypertrophy in order to propel the blood onwards. Another point strongly against the mitral stenosis view was, that this girl was big and healthy; and his experience had been that mitral stenosis occurring in early life interfered with development. With regard to the diagnosis of aortic regurgitation, when he first examined the child he naturally assumed that was the lesion, and it was only after very careful investigation that he concluded this diagnosis was wrong. There was no capillary pulsation, and he could not hear a murmur in the main arteries of the limbs. And, in his view, the pulse was by no means characteristic. He had seen one other case of pulmonary regurgitation, and that he had been able to verify, and had shown the heart before the Society for the Study of Disease in Children.1 The girl was of the same age as this patient, and died from infective endocarditis, having been under his care on and off for five months, with a murmur identical in character and distribution with that in the present patient. In the fatal case there was a history suggesting primary pulmonary stenosis. I Rept. Soc. for Study of
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There were dimples showing where the fingers ought to come. In addition to complete absence of the pectoral muscles on the right side there was, apparently, absence of the sternal ends of the second, third, fourth, and fifth ribs. Such cases were more frequent in boys than in girls, and more common on the left side than on the right, so that this was a less usual type of case. As a rule, the pectoralis minor and the sternal portion only of the pectoralis major were absent. The deformed stump fitted exactly into the groove due to the absence of the ribs.
Deformity and Wasting of the Hands with Deformity of the Feet.
By EDMUND CAUTLEY, M.D.
GIRL, aged 7 years, a patient at the Belgrave Hospital for -four years. During 1911 she attended for styes, enlarged tonsils, general bronchitis, and occasional enuresis nocturna. In November her feet were encased in plaster for extreme flat foot. In February, 1912, special boots, stiffened on the inner side, were prescribed. Tonsils and adenoids were removed in January, 1913, and the cervical glands were enlarged during the next two months. New boots were ordered in August, 1913, and about this time impairment at the right apex was noted. Recently she has been at Herne Bay for six months for tuberculosis at both apices.
At present there is impairmnent of resonance at the apices, mostly on the right side, with signs indicative of enlarged glands in the mediastinum on that side, but none of active .pulmonary disease. The hands show considerable wasting, ulnar deflection, contraction of the fourth and fifth fingers, and unusually long fingers, with a little clubbing of some of them-(?) a pulmonary osteo-arthropathy. Both feet show a little equinus: the left one is very flat, while the right shows extension of the proximal phalanges and flexion of the distal phalanges.
DISCUSSION.
The PRESIDENT asked whether Dr. Cautley considered that the deformity of the hands and feet (in his second case) was of congenital origin, or whether there had been some pathological process going on as well. The child had marked hammer-finger on both hands, which was probably always a congenital deformity, so that it would seem most likely that the rest of the condition of the feet and hands was also congenital.
